Introduction: Around 11 million people are held in prisons internationally, and criminal justice systems are overburdened with a high prevalence of multiple psychiatric disorders. In England and Wales over 200 000 people enter prisons each year, and in many cases, this facilitates their first contact with mental health services.
Introduction
It is estimated that around 11-million people are presently being held in prisons around the world, giving an average global prison population rate of 144 per 100 000. 1 Meanwhile, wider criminal justice systems are known to be overburdened with a high prevalence of multiple psychiatric disorders. 2 In England and Wales,~85 000 people are detained in prisons, of which 31 328 report having a mental health or wellbeing issue. Around 10% of all prisoners are receiving treatment for a mental health condition at any given time, and in 2016/17, 1081 people were sufficiently mentally ill that they required transfer to a secure psychiatric hospital. 3 Self-harming behaviour reached a record high of 40 161 incidents during 2016, the rate of selfinflicted deaths having more than doubled since 2013. In that same 12-month period, 113 prisoners took their own lives, 70% of whom had been identified as having mental health needs. 3 The international prison population has grown by 20% since 2000, this growth having been largest in Oceania (59%) and the Americas (41%). 1 In
England and Wales, year-on-year population growth of between 2.5% and 3.4% has resulted from changes in sentencing approaches. People are spending longer periods in prison (from an average of 8.1 months in 1999 to 9.9 months in 2015), and determinate sentences have increased in length (from an average of 16 months in 1993 to 19 months in 2015). 4 People with mental illness remain in prison longer than those without mental illness, despite being charged with the same offences. 5 Prisons have a high turnover rate, with~200 000 people passing through prison reception in England and Wales per annum, giving a current national population of over 85 000 people. 3 The majority of these people have had no prior contact with mental health services, so illness identification and management through screening and intervention upon reception into prison, and beyond, offers an important public health opportunity that would not otherwise have been available. By recognising the impact of mental illness on this population, we can facilitate treatment in prison, promote healthier lives following release from prison and introduce rehabilitation. 6 Using agreed standards to improve care
Minimum standards for the treatment of prisoners were internationally accepted and first adopted by the United Nations in 1955, and a revised version was unanimously signed off by the UN Assembly in 2015, in recognition of the human rights problems that have occurred in many prisons throughout history. 7 Other In England and Wales, the concept of equivalence was used to drive healthcare improvements after the commissioning of prison healthcare was transferred from the Home Office to the National Health Service (NHS) in a process that commenced in the late 1990s and concluded in 2006. Although there were early improvements following this transfer of service oversight and responsibility, the full realisation of equivalence of care has remained elusive. 13 In more recent years, some serious problems have been identified that have set back the earlier progress that had been made. These difficulties have included: reductions in funding of 13%, and in staffing of 30%, in the 7-year period from 2010; issues with screening and identification; problematic flow of healthcare information throughout the criminal justice system; inadequate access to care and the unavailability of some services; and delays to hospital admission for people who are acutely mentally ill. 3, 14 Over the same period, there were 600 recorded incidents of self-harm and one suicide every week within prisons in England and Wales, and the majority of prisons reported serious problems in relation to the use of new psychoactive substances. 15 Meanwhile, there is ongoing evidence that the needs of some specific populations, such as people with learning disabilities or foreign national prisoners, are not adequately met by existing arrangements. 16, 17 In order to continue to ensure further improvements, it has been argued that we should now move beyond the concept of equivalence 18 and instead introduce a rights-based framework to supplement community equivalent care and enable the possibility of equivalent healthcare outcomes.
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The offender mental health pathway
It is useful to consider prisons as part of a wider criminal justice pathway, with people entering the criminal justice system at the point of arrest, being processed through police custody, then the lower (Magistrates') and upper (Crown) courts, before they subsequently enter prison custody. In this way, arrangements for prison healthcare can be seen as beginning before imprisonment takes place, and extending beyond release from prison, mindful that for many detained people release can take place at any earlier point in the pathway. By considering the offender mental health pathway in this way, the key service areas outlined below can be further addressed.
Mental health services in earlier stages of the criminal justice pathway
The idea that psychiatric services should be provided in the early stages of the criminal justice system (i.e. in police custody and courts) has been around for over a century, having a much longer history in the USA than the other countries in which they were subsequently developed. The first such schemes were developed in the USA in 1914, and in England and Wales in 1989. 20 Further developments over the last three decades have served to increase the availability of mental health services in the lower courts, although models have tended to vary between jurisdictions. 20, 21 In England and
Wales, intervening at early stages in the offender healthcare pathway through so-called liaison and diversion services has since become a central recommendation of a key government report, which resulted in substantial service developments within the field. 22 A core aim of these services is to divert people away from the criminal justice system, helping to prevent imprisonment when community alternatives may be available. Therefore, developments have included the introduction of new services in a range of settings -at street-level, within police custody, and in the courts -although their overall configuration remains a work in progress.
At the start of the criminal justice pathway, on the street, partnerships between organisations have led to the emergence of Street Triage services, which have resulted in some improvements. 23 These schemes provide immediate on-site mental health advice to police officers, and they aim to de-escalate and manage situations involving the police in which there is a suspicion that mental illness may be a factor. In some cases, usually involving lower-level crimes, these services have assisted in improving outcomes by preventing people from being unnecessarily detained in police custody, and instead signposting them to more appropriate health and social care services. 23 Following the process of arrest, detainees are taken into police custody, where there are also high levels of clinical morbidity, including medical, psychiatric and substance misuse problems. 24, 25 In this environment, up to 16.2% of individuals are said to report suicidal thoughts, 26 and substantial numbers present with active mental health problems. 27 Although mental health services are already in place in some police custody settings, it is necessary to develop them further, to ensure that detainees have prompt access to effective identification, comprehensive assessment and advice on immediate care and management. 28 Similarly, in the lower (Magistrates') courts, high levels of presenting psychiatric morbidity 29 have necessitated the introduction of court-based mental health services in some countries, albeit with different model emphases. 20 Overall, these services have been effective in improving the identification and outcomes of offenders with mental health problems, 30 but have struggled to increase the uptake of community-based alternatives, including community sentences. 31 In the USA, however, where there is a longer history of delivering such services, there is higher level randomised control trial evidence that the mental health court model operating across many States can be successful in reducing subsequent re-arrests. 32 
Mental health screening during reception
It is accepted that prisoners are at their highest risk on arrival into prison, in the period after they have been charged, convicted, isolated and deprived of their liberty, at a time when they may be withdrawing from alcohol or drugs, or presenting with unrecognised health problems. In order to address any immediate safety issues, the use of reception screening is internationally considered best practice, and various reception screening tools have been developed to identify people who require further medical assessment, or the immediate management of acute medical problems. Although health screening is a considered necessary component of the pathway into prison, only six such tools have so far been reviewed using replication studies. 33 At present in England and Wales, primary healthcare staff, who may have limited mental health training, regularly screen large numbers of prisoners in the evening after they arrive from the courts. However, limitations with the sensitivity and specificity of the main screening tool that is used throughout the country limit its usefulness in identifying mental disorders. 28, 34 Therefore, although this is advantageous for some, the propensity to miss diagnoses raises significant concern, 35 and further research involving the most promising screening tools is now needed.
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Pending this further research, the National Institute for Health and Care Excellence presently recommends the use of the Correctional Mental Health Screen for Men or Women.
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A second mental health screen
Given the understood problems in identifying prisoners with mental health needs at their reception into prison, it is generally accepted that a secondstage assessment is also required, 33, 35 although the literature in this area requires development. Mental health specific secondary screens have demonstrable effectiveness. 36 However, most existing second screens focus mainly on physical health, to the relative exclusion of mental health. Further developments have therefore been recommended, aiming for assessment and mental health triaging within a number of days (between 3 and 7 days) following prison reception. The National Institute for Health and Care Excellence 28 has recommended that mental health screening should be incorporated into existing second screens. After this second screen has been undertaken, it is possible for mental health teams to triage these referrals, then allocate them to the appropriate service or individual in accordance with their presenting need (e.g. common mental disorder, severe enduring mental illness, acute mental health problem).
Primary mental health care
Most of the presenting mental health needs in prison settings can be managed within primary care settings. However, primary mental health care services in prison have historically been underfunded and underdeveloped, 37 and they have faced significant difficulties balancing clinical need with the need to maintain discipline and control, and can struggle to meet the needs of a population that consults healthcare professionals more frequently than a demographically similar group in the community. 38 As a further complication, there are historically low levels of psychiatric training and registered mental health nursing within prison primary care teams, with a lack of required skill and confidence to manage the presenting complexity. 39 This has tended to result in relatively high referral rates to specialist prison mental health teams, 40 and the combination of primary mental health need, personality disorder, and substance misuse being overlooked. 39 At present, primary care mental health services are still being developed in prisons, yet the scale of their potential challenge is immense given the over-representation cross a wide range of mental disorders that would traditionally sit within the remit of community-based primary care services (e.g. depression, anxiety, post-traumatic stress disorder, learning disability, attention-deficithyperactivity disorder, early dementias). However, fully identifying and tackling the more common mental health problems would be likely to reduce demand on over-stretched secondary care mental health teams, and contribute to the improved wellbeing and rehabilitation of prisoners. 37 
Secondary mental health care
Over the last 15 years, meta-analyses have confirmed that around 15% of the prison population present with serious mental illness (meaning psychotic disorder, bipolar affective disorder or current major depression). 41 Given this high level of need, specialist mental health teams are an essential requirement in this environment. 42 In England and
Wales, so-called mental health in-reach teams (MHITs) have therefore been designed to closely resemble community mental health teams, providing specialist mental health care on prison wings to those who present with severe and enduring mental illness (SMI). 43 However, shortly after these teams were introduced, their remit began to expand as they were increasingly overwhelmed by additional need that they had not been designed to manage. In 2008/09, for example, only 30-40% of their caseloads were found to present with severe and enduring mental illness, much of the remainder being accounted for by common mental disorders including depression, anxiety and adjustment disorders. 40, 44 In addition to the provision of wing-based mental health support, many prisons throughout the world offer healthcare wings, also sometimes known as inpatient units. These units usually provide 24-h care, often managing a mixture of physical and mental health problems, including people with acute mental illness whose behaviour or risk of self-harm cannot be supported in the wider prison. 45 Across the world, different approaches are taken to the use of treatment under compulsion in prison settings. Some jurisdictions provide a legislative framework to enable treatment in prison settings, to varying degrees, although such practices are not without practical and ethical difficulties. 46 Other jurisdictions, including England and Wales, specifically exclude compulsory treatment in prisons, and instead require people who need treatment under compulsion to be transferred to secure hospital settings where they can be further managed using mental health legislation. 47 
Prison transfer and remission
For the relatively small number of prisoners who do require treatment under compulsion, it is vital that it is introduced as quickly as possible because it is generally established that an increased duration of untreated psychosis is associated with adverse outcomes. 48 In England and Wales, guidelines state that transfer to secure mental health services should be facilitated within 14 days. 22 However, this is seldom possible, and tensions often arise between the prison estate, which is concerned with maintaining security, and healthcare services, which are concerned with the provision of appropriate treatments in a timely manner. 49 In 2016-17 only 34% of acutely mentally ill prisoners were transferred to hospital within 14-days, although this may underestimate the true scale of the problem, 3 and in some urban areas there are reports of average waiting times of 114 days for an acute hospital bed. 50 In the absence of available and timely treatment, there are concerns regarding the use of segregation to hold mentally ill prisoners. 51 There is a danger that such prisoners are inadvertently subjected to indefinite or prolonged solitary confinement (i.e. confinement for over 22 h per day in the absence of meaningful human contact), thereby breaching rule 43 of the Mandela Rules. These rules describe such confinement as torture or other cruel, inhuman or degrading treatment or punishment. 7 Segregation should be avoided for prisoners with mental health conditions, unless there is an exceptional circumstance, and where they are segregated, their level of risk and the requirement to be held in segregation should be regularly reviewed.
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Mental health provision beyond the prison gates
There is good evidence that the period of transition from institutional to community living is a vulnerable period, with problematic onward health engagement and increased mortality at this time. 53, 54, 55 Intervention, however, can improve subsequent health engagement. 56 Good quality mental healthcare in prison, offering continuity of care beyond the gates, is therefore important from an individual, social and economic perspective. However, the stigma attached to ex-offenders results in a reluctance from mainstream mental health services in the community to accept people for treatment and care upon their release from prison. 40 Significant challenges exist in achieving stability and rehabilitation for this population, given that up to 42% of prisoners are of no fixed abode, up to 60% are unemployed, and only around half are already registered with their local healthcare service provider. 57 This is an area in which further development is needed, and potential future models are currently being examined with that in mind. 58 Screening, Triage, Assessment, Intervention and Re-integration Screening, Triage, Assessment, Intervention and Reintegration (STAIR) is one way of describing the essential requirements of service provision in prison settings, each of these elements having arisen through research and service developments, and been described within the literature in this field.
Much of the existing literature has considered elements of the prison health pathway, but where attempts have been made to reflect this research through systems-level changes, there have been improvements in the identification and engagement of people with mental illness. 59 In summary, the core elements of the STAIR model are as follows: Screening. This is the first stage in the evaluation, and it should take place as soon as possible after people have been received into prison. Trained mental health staff should apply validated screening tools, and a positive screen should then trigger an onward service referral. The main aim of initial reception screening is to identify presenting issues that require immediate intervention, such as acute psychosis, active suicidality or withdrawal from alcohol or other substances.
Triage. After the initial screen, there should be a second stage of evaluation by mental health staff for all people in prison. This should provide a more detailed assessment of the individual's mental health needs and current level of functioning (using an instrument such as the Jail Screening Assessment Tool). 60 This should then be followed by triage to the correct service and level of care following discussion in a multi-disciplinary referral meeting.
Assessment. Around 15% of the population will then require thorough evaluation by specialist mental health services 61 based on the level of acuity with which they present. This includes in-depth psychiatric review and the development of an individual care plan. Intervention. A full and comprehensive range of mental health services is then required to respond effectively to the differential levels of presenting illness acuity (e.g. acute or intermediate care for those who are unwell, or general prison mental health services for those with more stable conditions). It is important that services are culturally competent and that they offer needs-based treatments. 62 Re-integration. Planning for community reintegration should begin well in advance of the identified release date, to ensure the continuous delivery of healthcare services, and that social care needs are identified and met. This package of care may include referral to community mental health services, as well as addressing unmet needs in respect of housing, employment and finance. The provision of transitional clinical support during the period of institutional release is preferred.
Conclusion
Over the last few decades, and during a time when the international prison population has risen substantially, we have learned more about what works in the delivery of healthcare services to prisoners with mental illness. Five key components emerge from the existing literature -Screening, Triage, Assessment, Intervention, and Re-integration (STAIR) -each of which has different research and delivery requirements. Despite this learning, there has been an international tendency to introduce changes in a piecemeal manner, and in many countries developments have yet to commence properly. However, the highest attainable standard of health is a fundamental human right, without distinction, and it should not be adversely affected by being imprisoned. 63 Imprisonment does offer an opportunity to engage with a group of people who are socially disadvantaged, often engage poorly with healthcare services in the community, and exhibit relatively poor health outcomes -and it therefore brings the potential to ensure gains on a public health scale. Further work, funding and cultural change are therefore now required to develop and deliver optimal mental health service designs for people who come into contact with criminal justice systems, and especially as they enter, and then leave, prisons. 
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